I. Introduction
Pregnancy and childbirth are a long time journey and it is accompanying with physiological, psychological and emotional changes which may cause positive or negative effect on the woman's life, the baby, and the family [1, 2] . A birth of a healthy newborn is the crucial goal of any pregnancy, to achieve this goal the nurses play a significant role in helping the pregnant woman, her husband, and her family [3] . The series of obstacles may face the pregnant woman includes; misunderstanding, questions without answers and inadequate giving information about pregnancy and childbirth, all those are common and too serious affecting woman's health [4] . The nurse should solve these obstacles and gives support to the woman during these transitional critical processes. The pregnant woman should obtain the ideal standardized care from nurses who recognize the aims of antenatal and intranatal care [5] .
Antenatal education is an instrument which helps future mothers, to take safe decisions before birth and during birth, to utilize skills for self-control of labour pain, to utilize skills for postnatal care, infant care, breastfeeding and motherhood [6, 7] . Despite the fact that antenatal education has a great position in promoting normal childbirth [8] . A systematic review in the Cochrane library found that the effects of antenatal education and birth preparation are still largely unknown and controversial exists about its importance [9] . The antenatal education is provided as a standard guideline in developed countries; but till now, there is no standard program in developing countries [10] . The pain of childbirth is the most fearful feeling especially for the first time mother. The level of childbirth fear is higher in primiparous women than in multiparous women [11, 12] . The reason for that is the lack of self-confidence, the expectation of intolerable pain, negative stories of another women, inadequate physical and psychological feeling for birth, loss of self-control, fear from perineal laceration, lack of support from the birth team, and fear of death [13, 14] . The goal of childbirth care is reaching a healthy mother and baby, and to get a positive childbirth experience. Failure to get high quality care for
II. Subjects and Methods

Study aim:
This study aims to test the application of antenatal education on childbirth self-efficacy for Egyptian primiparous women.
Study hypothesis:
 H1. Women who will receive antenatal education will have higher level of childbirth self-efficacy than those in the control group.  H2. Women who will receive antenatal education will experience less level of labour pain than those in the control group.
Study design:
A randomized Control Trial was carried out between November 2015 and August 2016.
Study setting and participants:
The study was conducted in the Antenatal Clinic at Mansoura New General Hospital, Mansoura city, Dakahlia governorate, Egypt. Dakahlia governorate is located in the North Eastern Region of Delta, Egypt. Mansoura is called the capital of medicine in Egypt.
Mansoura New General Hospital is a public hospital provides free services to women during pregnancy, labour, and postpartum. The Antenatal Clinic is opened daily from Saturday to Thursday, from 9 am to 2 pm. The care was provided by two nurses and five obstetricians (consultant, specialist assistant, specialist, and two juniors). There are between 75-100 follow up cases weekly and 5-10 new cases each day. The routine ANC visit takes from 5-10 minutes, it is consisted of collecting complete history taking, a physical examination and ultrasonography. No antenatal education is offered for pregnant women in these visits, as antenatal educational classes are currently not a part of routine ANC.
Participants who were fulfilled the following inclusion criteria were randomly selected to be included in the study: Primigravida who: Aged from 20 to 35 years old, was at their 32 nd to 34 th weeks of gestation, attended for ANC in Mansoura New General Hospital, had a singleton vaginal delivery, had no medical or psychological problem, was able to read and write, and Agreed to give a written informed consent.
Sampling:
The sample size was determined using the following formula at 5% level of significance and 80 % power: N = (Z1-α/2+Z1-β) ² σ1 σ2/ δ ². For this study, a sample size was 104 women 52 in each group. The antenatal education group were attended the antenatal education classes and control group were received routine ANC only. Fig. 1 shows the flow chart for the study phases.
Data collection:
To achieve the study aim the following three tools were used: Tool 1: Interview questionnaire: It was designed to collect personal data for recruiting women before the implementation. It consisted of women socio-demographic data such as; age, place of residence, religion, educational level, and occupation. Tool 2: Childbirth Self-Efficacy Inventory (CBSEI): It is adopted from (Lowe, 1993) [22] . It is a self-report measuring the outcome expectancy (OE) and selfefficacy expectancy (EE) for labour and birth. This questionnaire was composed of 62 items and divided into four subscales categorized in two parts: [23, 24] . It was offered to women during pain to rate their pain score. In the NRS, the women had the option to verbally rate their scale from 0 to 10 or put a dot on a line indicating their level of pain. Score 0 indicates no pain, while score 10 represented the most intense pain. The score distance between 1 and 3 is a mild pain while score between 4 and 6 indicated moderate pain and between 7 and 10 score indicated sever pain. This tool was used during the first and second stages of childbirth.
Pilot study
Pilot study was conducted on 10 women to assess the tools used, to estimate the time needed to complete each tool, as well as to evaluate the settings of the study. According to the analysis of the pilot study the time required of the CBSEI questionnaire was 10 minutes.
Field work
During the study period the researcher attended the study setting and checked the registered book to identify the pregnant women who meet the inclusion criteria. The researcher met each woman separately, a full explanation of the aim and the scope of the study was given to retrieve women acceptance and their written consent. The complete instructions about the tools of data collection were given. Tool one interview questionnaire and tool two the CBSEI were used for recruitment in the study as initial baseline assessment. The researcher was randomly assigned the participants to antenatal education and control group upon completing the baseline assessment. The control group received the routine ANC and exposed to all conditions of the antenatal education group except for antenatal education sessions. The researcher divided the participants in the antenatal education group into small groups, the size of the group is 10 women to allow for individual attention, participation and sharing experiences. They were offered a structured antenatal education classes which is consisting of 270 hours of instruction. It splitted into three 90-minute weekly sessions. The content of educational classes are presented in Table 5 . The content and structure of antenatal education classes were guided by Dick-Read's "natural labour", Lamaze's"psychoprophylaxis and Mongan's "hypnobirthing" philosophy [25, 26, 27] and tailored to be culturally relevant to the needs of Egyptians women and congruent with the local Egyptian hospital culture. The sessions of antenatal education classes were conducted using; posters, slide power point presentations, animation videos, and demonstration. The CBSEI (posttest) was collected again at the end of the third class, also data were collected from the control group at the same period during a scheduled ANC visit. After conducting the 3 sessions with women in the antenatal education group, the researcher went back to the labour and delivery unit after knowing the time and place of labour by the participants contacting. The researcher attended with all participants (antenatal education and control groups) during labour and delivery, to evaluate labour pain by using the NRS, and evaluate women's childbirth selfefficacy by using the CBSEI.
Ethical approval
 Informed written consents were retrieved from women's participated in the study and they assured about their rights to withdraw from the study at any time.  Data collection tools did not touch women's religious, cultural, ethical aspects and did not harm women's reproductive health.  All ethical issues were considered in dealing with the collected data
Data analysis
The statistical analysis was done by using SPSS version 22. Qualitative data were described using frequencies and percentage. Association between categorical variables was tested using Chi-square test (x 2 ). When more than 25% of the cells have expected count less than 5, Fisher exact test was used. Continuous variables were presented as Mean ± SD (standard deviation). The two paired groups were compared with Paired sample t test. The two unpaired (un matched groups were compared with Independent sample t test. Pearson correlation used for correlation between continuous parametric data. 
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III. Results
Table one presents socio-demographic characteristics of 104 pregnant women divided into two groups (antenatal education and control). Women's mean age in the antenatal education and control groups was respectively (26.92±3.44 & 26.36±3.74). Regarding to place of residence, more than two thirds of antenatal education group (67.3%) and (63.5%) of control group were from rural. Concerning the educational level, (59.6%) of antenatal education group and less than half (48.1%) of control group completed a university education. In relation to occupation, more than three quarters of antenatal education group (76.9%) and the majority of control group (90.4%) were housewives while, (23.1% & 9.6% respectively) in the antenatal education and control groups were employed. There were no significant differences among both studied groups regarding socio-demographic characteristics.
Table two reveals mean of outcome expectancy and self-efficacy expectancy scores obtained by the study groups at pretest, posttest, and follow-up assessment. Regarding to the pretest there were no significant differences between the antenatal education and control groups in the mean of outcome expectancy and selfefficacy expectancy scores. But there were highly significant differences between the two groups at posttest and during follow-up assessment (p=<0.001). Clearly, the table shows the mean of outcome expectancy and self efficacy expectancy scores were higher in the antenatal education group. Table three clarifies the mean score of labour pain during the 1 st stage among women in the antenatal education and control groups respectively (5.08 ± 0.68 & 7.40 ± 0.5). Also, the mean score of labour pain in the 2 nd stage among women in the antenatal education and control groups were respectively (6.52 ± 0.5 & 8.56 ± 0.7). The table highlighted that there were highly significant differences between the two groups regarding the mean score of labour pain at the 1 st and 2 nd stages of labour (p = <0.001). Table four describes correlations between CBSEI subscales (outcome and self-efficacy expectancies) and labour pain score in the antenatal education group at pretest, posttest, and follow-up assessment. Regarding the pretest there were no significant correlation between CBSEI subscales and labour pain score during both the 1 st and 2 nd stages of labour. While, at posttest and follow-up assessment there were significant negative correlation between CBSEI subscales and labour pain score during both stages. Apparently, the table presents significant negative correlation between outcome expectancy and labour pain score during both the 1 st and 2 nd stages of labour (p = <0.001) also, between self-efficacy expectancy and labour pain score during both stages (p = 0.016 & 0.024 respectively). As regards to follow-up assessment the table presents significant negative correlation between outcome expectancy and labour pain score during both the 1 st and 2 nd stages of labour (p = <0.001 & 0.042 respectively) also, between self-efficacy expectancy and labour pain score during both stages (p = 0.006 & 0.022 respectively). According to table five, there were no significant correlation between CBSEI subscales (outcome and self-efficacy expectancies) and labour pain score at pretest. Concerning posttest there were no significant correlation between outcome expectancy and labour pain score during both the 1 st and 2 nd stages of labour (p = 0.73 & 0.339 respectively) also, between self-efficacy expectancy and labour pain score during both stages (p = 0.084 & 0.316 respectively). Regarding follow up assessment, the table presents again there were no significant correlation between outcome expectancy and labour pain score during both the 1 st and 2 nd stages of labour (p = 0.427 & 0.812 respectively) also, between self-efficacy expectancy and labour pain score during both stages (p = 0.08 & 0.332 respectively). 
Table1. Socio-demographic characteristics of pregnant women in the study groups
IV. Discussion
This study aimed to test the antenatal education on childbirth self-efficacy for Egyptian primiparous women. The aim of study and hypotheses were achieved through the study findings which highlighted improving in the childbirth self-efficacy for Egyptian primiparous women and their confidence that they could fruitfully accomplished coping behaviours during childbirth process after attending the antenatal education classes. A systematic review conducted by Brixval et al., (2014) reported that there are many researches examined the effectiveness of antenatal education on childbirth outcomes worldwide, but till now, most such researches carried out in Western countries [6] . Al-Ateeq et al., (2013) they studied the perceptions of antenatal education among Saudi women, they concluded insufficient information provided to pregnant women during ANC [28] . Additionally, a qualitative study in three Arab countries conducted by Khasholian et al., (2015) found absence of antenatal preparatory classes and there were many barriers for implementing labour companionship in Lebanon, Syria and Egypt [29] . Regarding socio-demographic characteristics of both studied groups. The study revealed that no significant differences among the antenatal education and control groups regarding age, educational level, place of residence, and occupation. This may be due to homogenous random distribution of participants to antenatal education and control groups would assure that groups are equal and decreasing the influence of groups differences that could impact on outcome results. This study finding is supported by Howharn (2008) who studied the effects of childbirth education on self-efficacy of primiparous women in Thailand. She recommended random assignment should be planned in the future nursing research to assure the experimental and control groups are equivalent and minimizing effects of group differences that might affect outcome measures [30] . Regarding the mean of outcome expectancy and self-efficacy expectancy scores obtained by the study groups at pretest, posttest, and follow-up assessment. The study highlighted that, at pretest there were no significant differences between the antenatal education and control groups regarding the mean score of both outcome and self efficacy expectancies. But there were highly significant differences between the two groups at posttest and during follow-up assessment. Clearly, the mean score of both expectancies were higher in the antenatal education group. This may be due to women who received the session of antenatal education classes learns how to develop self-reliance during labour, had practical skills that increased their self-confidence and decreased their fear during whole period of childbirth process. Also, learning the techniques of coping during labour pain can lead to the development of women's self-confidence and childbirth self-efficacy. This is in consistent with Serçekuş & Başkale (2016) they studied the effects of prenatal education on childbirth self-efficacy in Turkey, they found no significant differences between the two groups at pre education scores of outcome and self-efficacy expectancies, however a significant differences was found between the two groups at post education scores [8] . Similarly, Taheri et al., (2014) they studied effect of antenatal education on selecting delivery method in Iran, they also found a significant difference between the two groups regarding both expectancies after but not before intervention [31] . In the present study NRS was utilized to assess labour pain between the two groups at the first and second stage of labour. Regarding labour pain score of both studied groups at the first stage of labour. The study illustrated that women in the antenatal education group had significantly lower level of pain score than women in the control group. This may be due to that women who were in the education group being well informed and recognized the source of pain which lead to positive attitude towards normal labour as less fear. Additionally, women learned how to implement coping and practical relaxation techniques during labour pain. This is in agreement with Hosseininasab & Taghavi (2010) they studied the effect of antenatal education on childbirth pain and anxiety in Iran, they found less level of labour pain in the experimental group [32] . Also, Ip et al., (2009) they studied the effects of antenatal educational program on women's coping with childbirth process in China, they found that experimental group demonstrated lower pain level in the first and middle phases of the first stage of labour [33] . Additionally, Firouzbakht et al., (2015) they also found labour pain intensity in the transitional phase of cervical dilatation (8-10 cm) was significantly less in educated group [34] . Regarding labour pain score of both studied groups at the second stage of labour. The study revealed again that women who were in the antenatal education group had significantly lower level of pain score than group who were received only routine care. This is not in agreement with Firouzbakht et al., (2014) they studied the effect of antenatal education on labour pain of Iranian women, they found no significant difference between both groups at the second stage of childbirth [35] . This may be due to difference in pain threshold and tolerance among studied groups. Regarding correlations between the CBSEI subscales (outcome and self-efficacy expectancies) and labour pain in the antenatal education group at pretest, posttest, and follow-up assessment. The study highlighted that, at pretest there were no significant correlation between the CBSEI subscales and labour pain. However, at posttest and during the follow-up there were significant negative correlation between CBSEI subscales and labour pain score during both the first and second stages. This indicates that labour pain decrease with increasing the childbirth self-efficacy and vice versa. This is in agreement with El-Homosy (2012) who studied the effect of childbirth education on self-efficacy among primiparous women in Menoufiya Governorate, Egypt, she also found significant correlation between CBSEI subscales and labour pain in the intervention group [36] . Similarly, a longitudinal study conducted by Berentson-Shaw et al., (2009) they studied the predictive role of childbirth self-efficacy beliefs on birthing experiences among primiparous in New Zealand, they concluded that stronger beliefs of childbirth self-efficacy predicted decreased pain and distress during childbirth process [37] . Regarding correlations between the CBSEI subscales (outcome and self-efficacy expectancies) and labour pain in the control group at pretest, posttest, and follow-up assessment. The study illustrated no significant correlation between the CBSEI subscales and labour pain at pretest, posttest, and follow-up assessment. This indicates that labour pain increase with decreasing the childbirth self-efficacy and vice versa. This is in consistent with El-Homosy (2012) who also found no significant correlation between CBSEI subscales and labour pain in group who were received only usual care [36] .
V. Conclusion
Based on the study findings, it is concluded that, antenatal education classes give an actual chance for helping primiparous women learn how effectively improving childbirth self-efficacy. The study results highlighted the effect of antenatal education classes in increasing women's childbirth self-efficacy and reducing women's pain in the first and second stages of childbirth. Also, the study findings clarified that, labour pain decrease with increasing the childbirth self-efficacy inventory and vice versa. Finally all presented study findings are particularly essential for developing countries like Egypt, where antenatal education are not applied as a component of standard antenatal care.
VI. Recommendations
Based on the study findings, the study is recommending the following:- Designing and applying antenatal education classes as an essential component of standard antenatal care at different affiliated Egyptian public hospitals.  Designing and applying childbirth preparation classes in the third trimester of pregnancy particularly for primigravidas to promote their self-control during labour that lead to a more satisfactory birthing experience.  Designing comprehensive updated booklet of childbirth preparation suited and tailored to the culture of the Egyptian women and distributed through private and different affiliated Egyptian antenatal clinics.  Further studies are recommended to investigate the effect of antenatal education classes on women's selfefficacy for selecting delivery method (normal or caesarean delivery).  Further studies are recommended to explore the perceptions and attitudes of healthcare providers toward applying antenatal educational classes.  Designing and implementing antenatal educational training programs into maternity and midwifery nursing undergraduate curriculum.
